To the Editor

Coronavirus disease 2019 (COVID-19), declared as a pandemic disease in March 2020, refers to a respiratory tract infection caused by the newly severe acute respiratory syndrome coronavirus 2. Anesthesiologists are at the front line in the management of surgical patients dealing with cases that are confirmed or suspected COVID-19. Procedures, such as bag mask ventilation, open airway suctioning or even endotracheal intubation/extubation, are known to be aerosol producers, putting at risk all healthcare professionals present at the operation room.[@R1] Regional anesthesia, which is not automatically contraindicated in these patients, plays a prominent role in these cases since it reduces high-risk interventions, potential staff contamination, patients' recovery time and maximize the management and efficiency of the operating room times.[@R1] Additionally, there is likely an optimization of respiratory function, which could be important due to this virus' tropism for the lung.

In obstetrics, regional anesthesia assumes even a greater role due to the benefits it brings to both mother and newborn.[@R2] However, its medium time for preparation and execution could lead one to choose general anesthesia over regional in an emergency cesarean section (category 1 urgency): the median times (min:s) for spinal procedure, onset of spinal block and general anesthesia were 2:56, 5:56 and 1:56, respectively.[@R3] The rapid sequence spinal technique was first described in 2003 as a new approach to the provision of spinal anesthesia for the most urgent obstetric cases.[@R2] It reduces both maternal morbidity and mortality and allows the parturient to be awake during the delivery.[@R2] The rapid sequence spinal technique is a no-touch technique, which means performing a central neuraxial block without palpating anatomic landmarks previously. It should be performed by a specialist medical doctor and is possible to use only sterile gloves for barrier precautions. The starting of the surgical procedure occurs when sensorial block is equal to or greater than T10 and ascending.[@R2] This technique implies a single spinal puncture unless obvious correction allows a second attempt and an immediate conversion to general anesthesia, if necessary.[@R2] It should not be forgotten that, when opting for regional anesthesia, a pregnant woman should be alerted to the fact that she can undergo traction and stretching of the tissues by surgeons, without perceiving pain. Although the addiction of a lipophilic opioid reduces pain and discomfort for a given level of sensory block, the procedure should not be delayed if the drug cannot be rapidly available.[@R2] If no opioid is added, the anesthesiologist should consider a higher dose of local anesthetic than standard, namely hyperbaric bupivacaine 0.5% (up to 3 mL).[@R2]

Up until this date, the main argument for carrying out a general anesthesia over a regional anesthesia, in an emergent cesarian section, was the time-consuming preparation and the equipment needed for spinal anesthesia. However, since the beginning of the pandemic, all anesthesiologists are using an advanced personal protective equipment (PPE) regardless the positivity for COVID-19 and independently of the anesthetic modality used. So, 'equipment needed' disadvantage is no longer valid when facing pregnant women with suspected or confirmed COVID-19. For these reasons, the authors argue that the rapid sequence spinal technique should be seriously considered in category 1 emergency cesarian section in pregnant women with confirmed or suspected COVID-19. Regarding the placement of sterile gloves, we defend that they should be placed over the PPE in question. For rapid sequence spinal anesthesia to be carried out in an appropriate and safe way, it must be trained according to an institutional protocol elaborated, and meanwhile already published at institutional level, to guarantee the benefit that this technique can offer to these particular patients.
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